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Table 1. Interview guide 

 
Construct Example question 

Context  Can you please tell me about the current state of COVID-19 where you are? 

*Can you tell me about the first actions your health service made in response to COVID? 

Type of decisions and 

how they are made 

 

I am going to now ask you to think of a patient you have treated since the start of this crisis. Can you please 

talk me through their care journey and the decisions you have had to make along the way? 

Prompts: 

-Tell me more about the decision you made at time x. 

-What thoughts were running through your head at the time? 

-What was your intuition telling you? 

-How did you feel making that decision? 

Factors influencing 

decision making: 

 

Now we would like to explore in more depth the factors which influence the decisions you are having to 

make about patient care, starting with the 'bigger picture factors' such as the political climate and health 

system changes then moving onto factors closer to home 

Political factors Can you give me an example of how the political climate in the context of COVID-19 has impacted on 

decisions you have made about patient care? 

Health system factors Can you give me an example of how health system responses to COVID-19 have impacted on decisions you 

have made about patient care? 

Health service factors Can you give me an example of how the response of your health service to COVID-19 has impacted on 

decisions you have made about patient care? 

Team factors How has the functioning of your team (e.g. the MDT conference) been affected by COVID-19? Can you 

give me an example of how these changes have impacted on decisions you have made about patient care? 

As head of the sarcoma service, what unique decisions have you had to make for your team? 

Patient factors  Can you give me an example of how your patients are feeling about the COVID-19 crisis? How might this 

be impacting on shared decision making? 

Emotional factors How are you are feeling about COVID-19? What have your emotional responses been? How might this 

impact on the decisions you make? 

Wrap up If you could go back in time and give advice to yourself a few weeks ago, what would that advice be? 

If there is one thing you will take away from this crisis what would it be? 
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Table 2. Contextual information and additional quotes 

 
Participant 

number 

Health system and institutional 

context 

Impact on case load THEME 1: The context of 

uncertainty  

THEME 2: Limited resources  THEME 3: Duty of care 

01 

“There’s a lot of politics; 

governmental politics which we 

absolutely have to engage with 

because that’s regulated. So I 

want to treat my patients even if 

it’s - it may not be a malignancy 

but it may be a really aggressive 

but benign condition, but I’m told 

I can’t, it’s not a category one. 

And I might feel really fussed 

about that. You know, there can’t 

be a state of anarchy. For the 

system to work you just have to 

play by the rules.” 

"We went from four theatres to one that 

was dedicated to orthopaedic oncology on 

our operating day as it were. And what 

that did was it made us be really clear 

about what would be on those lists, and 

we had to sit and discuss amongst 

ourselves what would the priorities be?" 

"Although we might say 'Oh, maybe 

it’s not too bad', because it’s not 

what we would normally do, you 

just walk that line of ‘Well, let’s 

hope that it will work’. Intellectually 

it probably will to some degree, but 

if you’re trying to work hard against 

something that does not have a very 

good response rate in the first 

instance, then normally what we 

want to do is throw everything at it. 

You don’t want to throw just a little 

bit of things at it, you know? So 

we’re kind of caught. As I said 

before, we’re giving something but 

we’re all shifting nervously because 

we don’t think it’s adequate." 

"Suddenly we got a call that she 

found a lump elsewhere. And that 

required a number of things 

including investigating these 

through imaging and then 

ultimately a biopsy of that lump. 

Which sounds very straightforward 

but in a system where both the 

imaging and biopsy services were 

also significantly restricted because 

they also have waiting rooms and 

they also have people who need to 

be touched and placed upon 

imaging tables and all the rest of it, 

they also have their version of 

crowd control and all the things 

that go with COVID. So there was 

a reduced service availability." 

"Just go with it. This is one time 

it’s like swimming, you hate 

getting wet but you’re going to get 

wet. Just jump in. You know, don’t 

care whether it’s going to be cold 

or hot, just jump in because there is 

no choice. The circumstances mean 

there’s no choice. And the way you 

get around your trust issues is you 

keep talking to me. Keep feeding 

back. Keep telling me about it. You 

know, let’s work it through 

together so you’re not on your own 

when you’re trying to go on this 

journey.” 

 

02 “Our health system has been 

extremely proactive. We’ve been 

very on top of it. A lot of 

communication. Everybody’s 

really informed every day. We 

have PPE. We didn’t have enough 

for everybody initially, but 

they’ve been judicious and 

creative about it. And so I feel 

like I’m really lucky to work here 

because our leadership is taking it 

seriously and the patients’ safety 

is a priority.”  

"I have operated on sarcoma patients and 

I’ve operated on fracture patients - people 

who have a fracture femur from a 

metastatic disease. I felt like you can’t 

make that wait. I would say in general I 

haven’t modified my caseload because I 

maybe haven’t had the type of cases that 

we were talking about the call where you 

have a big, massive surgery that’s going 

to require a lot of blood or a lot of time 

and a lot of exposure that may be needed 

to be put off.. Luckily we haven’t had 

such a crisis with PPE that we can not 

take care of people. So, we’ve still been 

able to give people chemotherapy, give 

the urgent surgeries, give the radiation.” 

"You hope that we’re not making 

bad decisions and having people at 

home where we’re not getting to see 

them or missing something because 

we’re on a telephone or a video and 

the patient says, 'I’m not coming 

down there'. If we find out later that 

we missed something because we 

didn’t get to it soon enough, well, at 

least we’ve written that down. I 

hope I’m doing the right thing." 

"People are developing all sorts of 

re-entry plans...Even though the 

surgeons are all rearing to go 

because they’ve been cleaning their 

closets, what does that mean about 

the nurses and the resources? 

They’re spent. Do we have enough 

PPE for a massive surge? What if 

we all want to operate eighteen 

hours a day and Saturdays? Who’s 

going to help us? You can’t do that 

by yourself. Do we have the 

resources for that? What if the 

nurses say, 'Look, I’m done. I’ve 

been at the end of my ropes. So it’s 

not just about us. It’s about can the 

system manage the re-entry as a 

whole. Do we have enough 

equipment that if there’s another 

surge, do we have enough masks?” 

"I’ve not been redeployed so I’m 

not on that frontline. And I think 

you also will hear people talk about 

sort of that guilt of, 'I’m cleaning 

my closet' and there are other 

people in the emergency room and 

in the intensive care units. I’m a 

leader and I’m a good doctor and I 

could be helping. They don’t need 

my help right now. But it’s sort of 

like those people are risking their 

lives a lot more than orthopedic 

surgeons are. I mean as a field 

we’re not frontline." 

03 

Every day, every hospital in the 

area has to send the [government 

health department] their operating 

lists.  We need to justify the 

"Initially they cancelled all surgeries 

except emergencies and they asked that 

we select the patient for surgery and even 

the trauma cases. The effect was that it 

created a backlog of cancer patients.  I do 

about a case a week at the moment.   So 

"We were cutting on the radiation 

therapy regiment, we're doing, you 

know, five days of treatment instead 

of twenty-five, that means we do 

surgery, like, a month earlier instead 

of when you do. But in six weeks 

"What we realise right now is that 

we've done too much in the 

hospital system for something that 

was apprehended, something that 

was foreseen that did not happen. 

So we shut down the hospital, we 

"There's a level of stress in the 

operating room, things are not as 

efficient, as it used to be.  You 

work other people you're not used 

to work with. People are more 

stressed. We're trained but when it's 
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patients we're doing and they 

want to monitor.  At some point 

my superior told me that the 

government thinks we're doing 

too many surgeries.  And there's 

all the issues of the supplies.  

Most of the country were not 

supplied enough in masks, gowns 

and whatever, Propofol and 

anaesthetic agents, for the crisis.  

So everyone was short on the 

gowns,  short on masks and that 

led to also the justification to cut 

activities, because if you do 

surgery you need mask, you need 

gown.  Even we had instruction to 

cut on the number of team 

members in the operating theatre.  

Not having, let's say, two resident, 

having only one resident, to save 

a gown and a pair of gloves and 

thing like that.  So this is where 

we were at some point.” 

 

 
 

urgent cancer cases that need absolutely 

do be done within the next couple of 

weeks or one month. But we've seen a bit 

less cases than usual, I would say.  So 

maybe patient don't go see their doctors 

or the tests are not done, so thing have 

been a bit slow down.  But I didn't have 

to live through catastrophe, so it was not 

really a big struggle." 

they won't be back to normal.  So 

the patient will be coming back to 

the system earlier than they would.  

So, we spare the system for a few 

weeks, you know, the burden of 

having too many radiation 

treatment, but the same time we 

need to find a spot now for surgery a 

bit earlier.” 

closed the operating rooms, we 

closed beds, we sent a lot of people 

home, secretaries, all research 

assistants. We do a lot of research. 

Now we're essentially paralysed... 

but we didn't want to live to 

selecting who will live and who 

will die, so they cut a lot of 

surgery." 

 

 

for you, like an anaesthesiologist, 

they're really at risk at the time of 

the intubation."  

 

04 And by the time that we were 

getting ready for surgery, the 

policy of testing the patient within 

48 hours from the day of surgery 

that has been an important 

practise. Clearly reflecting the 

fact that at some point the fear of 

COVID certainly has overcome 

the priority of cancer, at least in 

the broader sense strategically . 

So the policy was made in place 

in order to minimise the 

admission of patients positive for 

COVID, no matter what the 

underlying diagnosis was. We 

have received emails that were 

saying we’re going to restrict 

“There is one operating theatre for a 

moment, and imagine one recovery – and 

the recovery area, if you imagine a patient 

that is going through this path from pre-

op to operating theatre to recovery area, 

there are three ventilators available, one 

in the pre-op area, the patients for some 

reason cannot breathe. One in the 

operating theatre where the patient is 

intubated, and one in the recovery area. 

And so in order to maximise the 

availability of ventilators, this has been 

shut down, all the surgery have been 

rescheduled in the smaller rooms, and the 

larger has been kept available for about 

three to four weeks I would say, for 

potential use for COVID patients. So that 

"There’s no precedent to make 

reference to. And it’s a combination 

of – I don’t know if that’s more gut 

feeling or courage or experience in 

trying to beat the cancer up as much 

as we can while at the same time 

caring about the pandemic." 

 

"An additional caveat is that 

personal protective equipment, you 

know, the issue of the year. Do we 

have enough masks? Do we have 

enough shields? Do we have 

enough personal protective 

equipment? You know, we are 

solid now. But a month ago, not so 

much. The hospital leadership 

reassured us we had supplies for 

about one to two weeks but – you 

know, we didn’t have routine 

shields. So that’s why 

anaesthesiology were probably 

even more exposed back then than 

now. But what I wanted to know 

was - if it is life saving surgery do I 

"The primary resource is the 

healthcare workers. So this is 

important when you mention, you 

know, protecting your 

anaesthesiologists. Don’t expose 

them to an unnecessary risk. This is 

like, you know, the guy next to 

you. It’s like being brother in 

arms... too many of us got sick, 

how are we going to run the – how 

are we going to take care of the 

patients?" 
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immensely the elective surgery, 

even that this is cancer. Consider 

additional chemotherapy. 

Consider any potential strategy to 

maximise and to bridge this 

time.” 

really the difficult issue was to sort of 

fitting in a much smaller room, with 

sometimes sizeable cases. I am operating 

at 50%.” 

still go and make the plea to the 

operating committee?” 

05 

We are a government hospital, not 

a private hospital, so that does 

help. We’ve not had restrictions 

in supply of equipment that 

maybe others have had. So it’s a 

question of whether it’s PPE or 

even routine equipment necessary 

to run the hospital, for example 

sanitisers, gloves, ordinary masks, 

we’ve been quite fortunate in 

getting equipment at a fairly – I 

mean, we have not been as hard 

hit as what I read in the news, or I 

get feedback from other 

colleagues at other institutions. I 

think that’s been an advantage, 

because we had government 

authorised suppliers in place, so 

we’ve not had issues also about 

the quality of the equipment that 

is coming in. Some institutes who 

have had to ramp up their supply 

and approach different suppliers 

have had an issue in the quality of 

equipment coming.”  

"We are doing exactly the same now, but 

it’s an issue of one, there is a limited 

number of patients available to us 

because of the travel restrictions that I 

mentioned earlier, so our pool is also 

shorter. But among that pool we are 

taking it further, these are the patients that 

we need to prioritise, these are the 

patients that can be deferred, or these are 

the sort of surgeries that possibly may not 

be there at this time." 

 

"In some of the large tumours where 

we feel we may require a plastic 

surgery flap et cetera, these are the 

patients we have sent for pre-op 

radiotherapy because then we can 

safely defer surgery for a period of 

about eight to 10 weeks and 

hopefully the situation improves. I 

mean we’re hoping it improves, it 

may actually worsen and we may be 

in a worse place than now. But as of 

today that seems to be the best 

decision." 

"Being a cancer centre, the patients, 

the leukemias and the lymphomas, 

et cetera, that require blood much 

more than in elective surgeries, 

we’ve had to decide how we use 

the blood products that are 

available to us. Major surgeries that 

require plastic surgery cover for 

example flaps that are likely to 

extend for a long period of time, 

we’ve tried to defer because of the 

staffing issues." 

"One of the patients who was 

operated on turned out to be 

positive subsequently, and the 

theatre staff just refused to walk 

into the theatre the next day, 

because they felt that they were not 

given the adequate PPE that should 

have been given to them."  

 

06 

"The government had prepared 

for this years in advance. Our 

hospital is a designated Infectious 

Disease Cente. So referral 

patterns have changed and the 

sarcoma cases are being diverted 

elsewhere." 

 

" So, within the hospital there’s medical 

and surgical divisions, and the medical 

divisions are still very busy because 

COVID’s a medical condition. Surgical 

divisions are not so busy, so they’ve 

redeployed our manpower towards the 

emergency, sort of the frontline, 

screening patients, taking histories, doing 

swabs." 

"Last week there was a thing, 

because whenever you’ve got a big 

lot of COVID cases, you know that 

10 days down the road you’re going 

to have a proportion of those who 

are going to need ICU...So, watch 

this space, I don’t know. Maybe in 

two weeks’ time we’ll be manning 

the new makeshift ICUs or 

something, I don’t know." 

"I’m sort of living day by day now. 

I mean I think there’s a lot of things 

that you realise that you can live 

without, and I think maybe COVID 

helps you to work out what is 

essential to your service and what 

really isn’t." 

 

"Because as the essence of a 

surgeon, you want sometimes when 

you’ve got this whole crisis thing 

happening, it’s harder to do 

nothing. When you feel like you’ve 

got something to do and it’s 

purposeful and it’s meaningful I 

mean, there’s a bit of nervousness.. 

because you don’t want to be 

playing the numbers game. If you 

get it, I’m young, I’m healthy, I get 

it, I’m probably not going to get 

that sick, but you never know. You 
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could be that 5% of my age group 

that still needs ICU care.” 

 

07 

"The health system has been split 

into hot hospitals which are now 

just COVID hospitals and cold 

hospitals which try to continue 

operating, prioritising the patients 

that need surgery the most. But 

the whole health system is 

creaking. Ambulance services and 

paramedical services are at a 

massive strain." 

 

"So we’re a totally orthopaedic hospital, 

so non-medical hospital at all, but we 

now have a respiratory ward where any 

COVID positive patients go or are 

suspected. But we’re able to operate. 

We’ve all changed our job hands round, 

but we’re able to operate at pretty much 

normal sarcoma service in regard to 

volume and theatre time, access to theatre 

time, et cetera, going forward." 

"Well, when you get to the day of 

operating, you think, 'All right. 

What was said in that meeting? 

Can’t quite remember.' I mean 

everything is really well 

documented, so that helps a lot. But 

it does put just another element of 

slight doubt or stress in your mind 

because often, you’re not actually 

there when the decision is made 

because you are either doing a list 

which wouldn’t normally be on or 

whatever because you’re trying to 

service that work. So that makes it a 

bit more difficult." 

"We have a plastic surgeon who 

comes to our site maybe one and a 

half days a week, but if he was to 

do a free flap, he wants to do that at 

his base hospital because they have 

the expertise, which we don’t 

necessarily have on our site or 

enough plastic surgical cover on 

our site to do that. Currently, on his 

site, they’ve gone down to one 

operating list for the whole 

hospital, emergency operating list 

for the whole hospital each day, 

because they just don’t have the 

capacity or the staff. So that means 

that if you want to take eight hours 

of time out to do this complex free 

flap, that’s not going to happen." 

"Sometimes there’s family, 'Oh, 

don’t come near me. You’ve got 

COVID,' or whatever because 

you’ve been in a hospital where 

you’ve been in contact with them. 

Kids are like that or whatever and 

you’re like – and it’s a joke, but it 

just grates a little bit because then 

you start worrying again."  

 

08 

“[The government] announced 

some sort of guidelines, and 

probably most of the hospitals are 

following the guidelines. And in 

reality, almost all hospital are 

doing almost the same things as 

hospitals in other countries. The 

national orthopaedic association 

at the beginning of April, they 

announced triage of the patients, 

and tumour cases, malignant 

tumour cases in the top most 

category." 

 
 

"Actually, for the last three weeks, no big 

difference in terms of my practice 

number-wise. For the last three weeks, 

probably I treated three surgical cases, 

big cases, and I have treated those 

patients in a similar way... But the 

number, the number of patients referred 

to us is now decreasing. But I think 

lipoma cases almost no. So, for the last 

one month, I've never seen small cases. 

Just only big cases referred to us." 

"So far, supply has been enough. 

And probably for the next month, no 

problem. But I don't know in two 

months or three months’ time 

whether we have enough supply for 

such equipment or not. Just, I don't 

know." 

"One thing is rehabilitation after a 

big surgery. Patients don't return to 

home directly, but hospitalisation is 

much longer than other countries. I 

have to transfer some of the patient 

to another hospital for 

rehabilitation. But some hospitals 

don't like the idea of receiving the 

patient from another setting. And 

now one of the hospitals announced 

PCR tests is necessary before 

transfer. But our hospital doesn't 

want to perform PCR test for 

patients without symptoms. So, 

transfer of the patient is becoming a 

big issue." 

"Last month, March, for one 

patient I had to move between two 

big hospitals, and I mean, last 

month I had to go to another 

hospital to assist surgery and at that 

time I was really stressful. I felt 

really stressful because I have to be 

very careful the situation around 

me, and that's really stressful." 

09 

“The health service have adopted 

universal precautions, so the 

Patients only have the opportunity 

of coming in through the 

emergency department. And the 

emergency department has a 

protocol of treating everybody as 

"The outpatient clinics, have been phased 

out in the last four weeks so we don’t see 

any patients in the clinics at all. All the 

patients who have post-operative 

complications, or who have new 

emergencies, end up in the emergency 

department... the patient load has reduced 

significantly. But what has changed is the 

"What has changed now is that on a 

daily basis I just don’t know what to 

expect. You can just get called to 

solve different kind of problems in 

the emergency department." 

"So at the moment we’ve had to 

limit the number of professionals 

who are in the operating theatre 

itself, and then everybody, their 

PPE is changed from the pre-

COVID period." 

"I do worry, I have a colleague that 

has passed on in the last two or 

three weeks as well. So it’s quite 

worrying. And I think my family 

worries more than myself. So I get 

calls on a regular basis, or a daily 

basis, from family members trying 

to check up and make sure that 
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suspected – well, as probably 

COVID.” 

 

fact that we now need to be more 

available. The governing – the 

management actually encourages senior 

doctors or the consultants to stay longer 

in the hospital, make sure you see most 

patients and determine the urgency of a 

situation." 

you’re just being safe. But having 

said that, I think we just have to do 

our jobs, try and stay safe, and 

pray." 

10 

“I think one of the things that they 

did not do it right is that, in my 

opinion first they had to choose a 

hospital as a pandemic hospital 

and after it is full then the second 

hospital could be declared as a 

pandemic second hospital. We 

also needed clean hospitals 

because there are patients who 

need to receive chemotherapy or 

delivery and everything so 

because they wanted every 

hospitals to see also COVID-19 

patients so it’s not logical, I think. 

It’s a waste of material because 

probably you will use the same 

material to take care of just 10 

COVID-19 positive patients or 20 

or 30 but if you just distribute to 

30 patients to six hospitals so it 

means that six times more you 

have to consume all the 

equipment and everything.” 

"No, there was a period but for example 

we cancelled the outpatient clinic so we 

are trying to communicate with the 

patients and trying to understand who 

needs immediate care. Actually, we did 

not stop, we always operated, but before 

we were operating five to six cases a day 

and during this period we were operating 

only two or three cases a week, so the 

number was decreased." 

 

" In the first weeks I was really very 

confused because I didn’t have an 

idea what the course would be.  We 

don’t know how many patients are 

we going to have, our intensive care 

units beds will be sufficient or not. 

In those days we are not sure that 

because we were seeing in [other 

countries] people were just laying 

on the ground in very bad conditions 

and the doctors had to make choices 

who was going to live and who was 

going to die so because of these 

conditions we were really very 

confused." 

"We needed clean hospitals 

because there are patients who need 

to receive chemotherapy or 

delivery and everything so because 

they wanted every hospitals to see 

also corona virus patients so it’s not 

logical, I think. It’s a waste of 

material because probably you will 

use the same material to take care 

of just 10 coronavirus positive 

patients or 20 or 30 but if you just 

distribute to 30 patients to six 

hospitals so it means that six times 

more you have to consume all the 

equipment and everything." 

"Three of our residents had COVID 

positive tests, I was operating with 

them but with the masks and 

everything so that’s why I was 

considered as risky. Because I was 

dealing with sarcoma patients I 

chose to stay at home for five days 

and then do my test and after 

seeing that it’s negative, I know 

that it’s 30% false negative results 

but I was feeling very well so I did 

not have any symptoms so the test 

was negative and I started to 

operate." 

11 “In government hospitals, 

whether the doctors work or not, 

the hospitals are closed or not, 

their salaries are paid. In private 

hospitals like this, if. we close the 

clinics and theatre then we will 

not be able to raise funds and 

salaries will not get paid. So we 

still do our elective surgeries, but 

we have processes in place.” 

"I would not see outpatients in the clinic.  

I will let them give very spaced follow-

ups.  I will space the follow-ups. I will do 

follow-up for the tumours, I may also 

space them, but I will see the primary 

cases, if I need to do biopsies, I will do 

them, and I will plan their surgeries, and 

the ones that require surgery urgently, 

benign tumours, I will give them longer 

follow-ups.  But the malignant, primary 

malignant bone tumours, once I made a 

diagnosis, I will go ahead and plan the 

operation." 

"Transportation is actually 

preventing them from reaching the 

hospital, even for other orthopaedic 

cases during lockdown... we don't 

know if they can get to us, but if 

they come, we operate."  

 

"Nobody stocks chemotherapy here 

[in this rural setting]. So, if the 

pharmacy cannot have it on the 

shelf, it will expire, so we have to 

give them the prescription, they 

have to go and buy the drugs from 

the city.  So, now how does he go 

to the city to buy the drugs, and 

then come back here when there are 

travel restrictions and everything 

costs so much?  That’s going to be 

a challenge and these things will 

discourage patients and we just lose 

to follow up." 

"If a staff picks it up from a patient, 

the attitude of the staff may change. 

Then of course you can’t deliver 

care the way you want to do it 

anymore because the nursing union 

will say no, they can’t continue, 

they make more demands on the 

institution and all that." 
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12 “Well everybody’s very worried 

because we aren’t having any 

reimbursement. We are 

reimbursed according to our 

operations, our consults that we 

do. We don’t have salaries. So it 

depends of our work. If we don’t 

see patients, we don’t have 

compensation. So that’s a big 

deal.  And because of the 

COVID-19. we stopped seeing 

regular patients and we start 

operating only those cases who 

need the surgery. For example, 

trauma patients with cancer or 

tumours and patients with 

infections.” 

“The hospital is operating at 10% now. 

We are doing 25% of our surgery in 

oncology is what we are doing now in 

comparison to last year. So we start 

opening now after seven weeks of doing 

nothing."  

"Well in this particular case, they 

have 1,600 kilometres by car, 

nowadays we don’t have any plane. 

If she had a problem, I don’t know 

what can we do, you know?" 

 

"In relation to the operating rooms, 

I was telling you that we have 

eight, and those eight were reserved 

only for COVID-positive patients. 

But nowadays we’re not having – 

because of the quarantine, we are 

not seeing any COVID-positive 

patients with an orthopaedic 

condition that need an operation. 

We are waiting the wave. And the 

wave of COVID never comes. 

Never came. We are alone. We 

have everybody at home. The 

hospital is empty. There are no 

patients. Everybody is scared. 

Everybody has fear."  

 

"In families you have grandfathers 

and nobody wants to kill their own 

grandfathers with the virus, 

because if you are young then you 

transport the virus to your house 

and your grandparents die because 

of that. It’s a terrible situation." 

13 “Most hospitals in the country 

have been transformed into 

COVID-19 hospitals. But we are 

an orthopaedic hospital and most 

of the hospital has been available 

for the orthopaedic patients. 

Admission was restricted to only 

to the A patients or the urgent 

patient. So, most of the hospital 

was doing not much, and 

everybody was available for us, 

basically. So, we had a lot of 

availability in terms of imaging 

department, pathology 

department, whatever.” 

"We are a tertiary referral centre. 

Basically, in this period we have been 

fully operated. I would say that somebody 

could have a quicker service than it was 

before. The hospital, all together, it was 

working not more than 25% in terms of 

admittance. But all the services were 

open, basically opened and so, we still 

have been working at least 80/90 per cent 

of our usual activity.  But, I'm expecting a 

number of patient has not been treated." 

"We started to test the patient 

regularly not more than one month 

ago, so I don’t know if somebody 

contaminated with COVID." 

"We were not provided by the 

mask. After 15 days, there were no 

masks also in the hospital. We had 

to ask for any procedure directly to 

one nurse that was taking all the 

supply to get the mask for any 

surgery. if you don't have the mask 

for the theatre, it's better that you 

don't proceed." 

"We basically faced the first part of 

the virus without any protection. 

Even though I'm not so young. My 

job is a risky job, so as probably 

any other surgeon, we feel 

ourselves like supermen. But 

usually the doctor, even though 

they are deep in the problem, they 

don't think the problem can affect 

you. It's a sort of mind-rescue 

strategy." 

 

14 

“The [public] patients were 

affected more.  I get a lot of 

referrals from other parts of [the 

country] because sarcoma surgery 

is not widely available here. I get 

referrals from places which are 

hours away and we had grounding 

of transports, so normally we fly 

them in an air ambulance but 

planes were grounded which 

meant that there were delays in 

transfer of those patients to us so 

the timing of surgery was 

delayed.”  

"We normally run three full lists a day.  

When lockdown happened, we went 

down to two lists so then - you’ve got to 

cut a third of your work so you’re 

competing with two other surgical teams 

for those two listing spaces. Now they’ve 

relaxed the restrictions and allowing 

time-sensitive patients to be processed 

but again, we’re nowhere near full 

capacity in terms of theatre because 

patients aren’t coming." 

"In the last six weeks, we haven’t 

met as a team so I’ve basically made 

the decision on my own with the 

oncologist and I hope I’ve made the 

right decision but I may not have, 

I’m not sure." 

 

"We have a few nurses test positive 

for COVID and then there’s a mass 

panic and everyone goes and gets 

tested and self isolates for two 

weeks. Yesterday, we had a 

complete shutdown of theatre 

because we had no theatre staff 

around so we’re sitting there with 

patients in the ward who we’ve 

brought in for these operations." 

"I’m relatively young and healthy.  

I suspect I maybe even had it 

already and very mild symptoms.  

Luckily, I wasn’t at work at that 

time so I stayed at home but it’s 

very alarming looking at some of 

those images from the epicentres, 

but if I had to go and help out in 

COVID ICUs, I would do that." 
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15 When the pandemic was declared 

our hospital system was preparing 

for a surge so there was a lot of 

changes made in the way we can 

deliver care, basically eliminated 

all elective surgery, and this wave 

did not materialise.  So, we have a 

lot of empty space in the 

hospitals.” 

"We have continued to operate, we even 

had a little bit extra because we had some 

paediatric cases that were done at the 

other hospital, so sometimes we had two 

hour days a week instead of just one.  So, 

that’s the operating time." 

"I feel okay not having a physical 

exam [in telehealth], but it does 

make me feel a little uncomfortable 

that I haven’t actually laid eyes on 

them because, as doctors, it’s 

ingrained in us that the physical 

exam is critical and we’re not doing 

a physical exam.  I’m relying on my 

patients to do their own physical 

exams.  Most of them I think that’s 

totally fine, but there are a few that 

I’m not quite sure what they’re 

saying, and I get off the phone and I 

think, 'Oh, I hope that was okay.'" 

" The cancer centre was very clear 

about what should be cancelled or 

deferred as far as follow ups. On 

average there’s 700 visits a day to 

the cancer centre, 300 of them are 

chemo and radiation, and when we 

were able to cut down our follow 

ups it went down to 400 a day.  So, 

300 of the 400 follow up visits of 

all the doctors in the cancer centre 

not just orthopaedic oncology; 

we’re down by 75%, but they kept 

100% of the chemo radiation." 

"There was a sense of foreboding 

and fear. Not so much for me, I’m 

not scared of getting sick, I’m 

scared for my family and their 

lives." 

 

16 

The state put through a 

prohibition on any elective 

surgery to conserve resources, 

both physical resources and also 

bed availability for patients who 

would have COVID. For 

approximately a week’s period of 

time, locked down any surgery 

which was not a true emergency. 

And so unless a patient had an 

absolute acute trauma or had a life 

threatening event right then and 

there, there was no surgery which 

was going on. After that, we 

began to look at how we could 

treat patients who had urgent 

problems. Committees were set 

up to define what was an 

appropriate urgent problem from 

an oncologic perspective. And 

then it became clear that the 

impact was much less than had 

been feared. What is a challenge 

now is for patients outside of our 

system and once they go home to 

access physiotherapy because 

that’s been very, very limited.”  

 

"Since we realised the impact was less 

than we anticipated, we have essentially 

expanded our oncology practise to a 

nearly unlimited practise as of about June 

1st. I realize we have a luxury, that we’re 

not looking at the tremendous and direct 

toll from COVID, which has happened to 

many unfortunate people there. But it’s 

having a tremendous impact on us and 

our way of doing things and in our way of 

caring for patients." 

"We’re making the best decisions 

we can based on information which 

is incomplete. And I’m thankful that 

we have some very smart and 

dedicated people guiding us in this, 

but we’re still – we’re sort of 

fumbling in the dark right now with 

things." 

 

"If a patient was anticipated to have 

a high need for a blood transfusion, 

those patients would be deferred 

because of resource utilisation. 

Patients who were anticipated to 

have greater than a one-night stay 

in the ICU were deferred because 

of concern about ICU utilisation. 

Skilled nursing facility placement 

is virtually unavailable at this time. 

And so patients who would be 

anticipated to need to dismiss a 

skilled nursing facility were also 

essentially deferred from surgery." 

"I understand the desire to have 

both the parents with the young 

child who’s gone through this 

horrific thing. At the same time, 

I’m the attending surgeon and I’m 

charged with the responsibility of 

protecting her and protecting other 

individuals in the hospital. And I’m 

trying to do it politely with a smile 

and cajoling, but I’m effectively 

ejecting her mother from the 

hospital, saying, "It’s either you or 

dad, but not both at once." 

 

17 “It’s not only every one of the 

hospitals but the entire system, 

because this new hospital they 

“At some point, middle of March, all the 

consults were cancelled, and all the 

surgeries were also cancelled because we 

"Now when you look back it was 

very difficult weeks because things 

were changing every day and things 

"The real problem was there were 

not places in the intensive care unit 

for non-coronavirus patients 

"At the beginning, it was a little 

difficult too because the increase 

was so fast there was limited 
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[built] in a meeting area, it helped 

a lot, but it was a decision of the 

state. They also opened hotels for 

patients that are more or less 

doing okay.  They leave the 

hospital and go that medical 

hotels to finish their treatment to 

leave more room for new patients 

in the hospital.  But, the co-

ordination is above the hospital, 

it’s not from inside the hospital 

because we couldn’t deal with all 

these patients by ourselves – the 

planning has to be coordinated 

with the rest of the system and the 

state.” 

needed the rooms and the people to work 

for the coronavirus. So, at that point, 

everything, all the activity of the service 

was at the minimum rate. Only the 

fractures were treated and only patients 

with sarcomas that needed to be treated." 

were a little worse every day. This 

thing has been so fast.  Again, I 

mean in February we were 

completely normal, normal activity, 

everything was normal.  March and 

April has been a nightmare ...  I 

mean, it’s like, what happened 

here?" 

because all the intensive care units 

was also treating coronavirus. So 

you have to talk to the 

anaesthesiologist and to the 

intensive care and see if they have 

a place for this patient, if so, you 

can go ahead.  But most of the time 

there is no place available." 

dressings or masks and everything. 

It looks like in all the world wars at 

the same time." 

 

18 

“There is such a discrepancy 

between the countries, and we 

have so many means here, so we 

don’t have that pressure. Even 

though we talk about money, we 

don’t have the same pressure as 

they do [elsewhere].” 

"It was really comfortable because if you 

have less outpatient clinics and less staff 

meetings and so, you have more time to – 

you have more time actually, so you keep 

on doing the surgeries. I kept on taking 

care of my patients as I wanted to because 

I can say – I could say to the head of the 

operating programme, "This guy, I need 

to operate on him," and it was done." 

"It was a strange feeling because we 

had never seen that before, of 

course. In the beginning, it was a 

kind of stress because we didn’t 

know if it was the black pest or just 

a small cold." 

 

"We have many, many ICU beds as 

regard to the population as 

compared to the other countries. So 

we have 10 or 20 or 100 times 

more ICU capacities for the same 

population in [other European 

countries]. So it means that more 

patients would survive here. The 

resources are so much different, 

you cannot imagine."  

"We did not know if we would be 

there two months later, personally. 

Before the shutdown there was a 

big meeting where all the senior 

consultants of the hospital were 

together and the general director 

said, "Maybe in two or three 

months some of you will not be 

there anymore." It was this kind of 

ambience like before the beginning 

of a war." 
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Epidemiological data 

 
Figure 1: Global COVID Data   

Timepoint Date Event Confirmed Cases 
Confirmed 

Deaths 

T
o

 4
th

 April 2020 Investigator meeting; protocol development 1,119,109 58,955 

T
2

 6
th

 April 2020 Study protocol submitted for ethics approval 1,280,046 69,789 

T
19

 23
rd

 April 2020 Ethics approval granted 2,639,243 183,820 

T
20

 24
th

 April 2020 Participant interview (x3) 2,719,522 191,228 

T
21

 25
th

 April 2020 Participant interview (x2) 2,812,557 197,506 

T
23

 27
th

 April 2020 Participant interview (x1) 2,981,592 206,803 

T
24

 28
th

 April 2020 Participant interview (x1) 3,052,245 211,350 

T
25

 29
th

 April 2020 Participant interview (x2) 3,126,806 217,555 

T
26

 30
th

 April 2020 Participant interview (x1) 3,206,333 227,847 

T
27

 1
st

 May 2020 Participant interview (x1) 3,267,867 233,560 

T
32

 6
th

 May 2020 Participant interview (x3) 3,677,165 257,454 

T
33

 7
th

 May 2020 Participant interview (x2) 3,768,535 264,109 

T
34

 8
th

 May 2020 Participant interview (x1) 3,861,697 269,867 

T
45

 19
th

 May 2020 Participant interview (x1) 4,819,959 318,833 

T
125

 7
th

 August 2020 Final manuscript draft review by investigators  191,111,123 715,163 

Figure 2: Global numbers by study timelines and Milestones  
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Figure 18  
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Figure Legend  

Figure 1: Global COVID data presenting cases (dashed line) and deaths (solid line) from initiation to conclusion of 

study. Blue dots represent study milestones or timepoints in relation to cases. Red dots represent study milestones in 

relation to deaths. Timepoints plotted represent days since initiation of study such that T0 = study initiation, T19 = 

ethics approval granted, T45 final participant interview conducted and T125 = study conclusion.  

 

Figure 2: Global numbers by study timelines and Milestones.  

 

Figure 3: COVID cases (dashed line) and deaths (solid line) in Argentina from initiation to conclusion of study. 

Blue dots represent study milestones or timepoints in relation to cases. Red dots represent study milestones in 

relation to deaths. Timepoints plotted represent days since initiation of study such that T0 = study initiation, T32 = 

time of participant interview and T125 = study conclusion.  

 

Figure 4: COVID cases (dashed line) and deaths (solid line) in Australia from initiation to conclusion of study. Blue 

dots represent study milestones or timepoints in relation to cases. Red dots represent study milestones in relation to 

deaths.  Timepoints plotted represent days since initiation of study such that T0 = study initiation, T19 = time of 

participant interview and T125 = study conclusion.  

 

Figure 5: COVID cases (dashed line) and deaths (solid line) in Canada from initiation to conclusion of study. Blue 

dots represent study milestones or timepoints in relation to cases. Red dots represent study milestones in relation to 

deaths.  Timepoints plotted represent days since initiation of study such that T0 = study initiation, T20 = time of first 

participant interview, T33= time of second participant interview and T125 = study conclusion. 

 

Figure 6: COVID cases (dashed line) and deaths (solid line) in India from initiation to conclusion of study. Blue 

dots represent study milestones or timepoints in relation to cases. Red dots represent study milestones in relation to 

deaths.  Timepoints plotted represent days since initiation of study such that T0 = study initiation, T21 = time of 

participant interview and T125 = study conclusion. 

 

Figure 7: COVID cases (dashed line) and deaths (solid line) in Italy from initiation to conclusion of study. Blue 

dots represent study milestones or timepoints in relation to cases. Red dots represent study milestones in relation to 

deaths.  Timepoints plotted represent days since initiation of study such that T0 = study initiation, T32 = time of 

participant interview and T125 = study conclusion. 

 

Figure 8: COVID cases (dashed line) and deaths (solid line) in Japan from initiation to conclusion of study. Blue 

dots represent study milestones or timepoints in relation to cases. Red dots represent study milestones in relation to 

deaths.  Timepoints plotted represent days since initiation of study such that T0 = study initiation, T25 = time of 

participant interview and T125 = study conclusion.  
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Figure 9: COVID cases (dashed line) and deaths (solid line) in Nigeria from initiation to conclusion of study. Blue 

dots represent study milestones or timepoints in relation to cases. Red dots represent study milestones in relation to 

deaths.  Timepoints plotted represent days since initiation of study such that T0 = study initiation, T25 = time of first 

participant interview, T27= time of second participant interview and T125 = study conclusion. 

 

Figure 10: COVID cases (dashed line) and deaths (solid line) in Singapore from initiation to conclusion of study. 

Blue dots represent study milestones or timepoints in relation to cases. Red dots represent study milestones in 

relation to deaths.  Timepoints plotted represent days since initiation of study such that T0 = study initiation, T23 = 

time of participant interview and T125 = study conclusion. 

 

Figure 11: COVID cases (dashed line) and deaths (solid line) in South Africa from initiation to conclusion of study. 

Blue dots represent study milestones or timepoints in relation to cases. Red dots represent study milestones in 

relation to deaths.  Timepoints plotted represent days since initiation of study such that T0 = study initiation, T32 = 

time of participant interview and T125 = study conclusion. 

 

Figure 12: COVID cases (dashed line) and deaths (solid line) in Spain from initiation to conclusion of study. Blue 

dots represent study milestones or timepoints in relation to cases. Red dots represent study milestones in relation to 

deaths.  Timepoints plotted represent days since initiation of study such that T0 = study initiation, T34 = time of 

participant interview and T125 = study conclusion. 

 

Figure 13: COVID cases (dashed line) and deaths (solid line) in Switzerland from initiation to conclusion of study. 

Blue dots represent study milestones or timepoints in relation to cases. Red dots represent study milestones in 

relation to deaths.  Timepoints plotted represent days since initiation of study such that T0 = study initiation, T45 = 

time of participant interview and T125 = study conclusion. 

 

Figure 14: COVID cases (dashed line) and deaths (solid line) in Turkey from initiation to conclusion of study. Blue 

dots represent study milestones or timepoints in relation to cases. Red dots represent study milestones in relation to 

deaths.  Timepoints plotted represent days since initiation of study such that T0 = study initiation, T26 = time of 

participant interview and T125 = study conclusion. 

 

Figure 15: COVID cases (dashed line) and deaths (solid line) in United Kingdom from initiation to conclusion of 

study. Blue dots represent study milestones or timepoints in relation to cases. Red dots represent study milestones in 

relation to deaths.  Timepoints plotted represent days since initiation of study such that T0 = study initiation, T24 = 

time of participant interview and T125 = study conclusion. 
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Figure 16: COVID cases (dashed line) and deaths (solid line) in Minnesota, United States of America from 

initiation to conclusion of study. Blue dots represent study milestones or timepoints in relation to cases. Red dots 

represent study milestones in relation to deaths.  Timepoints plotted represent days since initiation of study such that 

T0 = study initiation, T33 = time of participant interview and T125 = study conclusion. 

 

Figure 17: COVID cases (dashed line) and deaths (solid line) in New York, United States of America from 

initiation to conclusion of study. Blue dots represent study milestones or timepoints in relation to cases. Red dots 

represent study milestones in relation to deaths.  Timepoints plotted represent days since initiation of study such that 

T0 = study initiation, T21 = time of participant interview and T125 = study conclusion. 

 

Figure 18: COVID cases (dashed line) and deaths (solid line) in Pennsylvania, United States of America from 

initiation to conclusion of study. Blue dots represent study milestones or timepoints in relation to cases. Red dots 

represent study milestones in relation to deaths.  Timepoints plotted represent days since initiation of study such that 

T0 = study initiation, T21 = time of participant interview and T125 = study conclusion. 
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